occurring between the greater trochanter and the remains of the ilium patient supine the skin was incised from the pubic tubercle to the greater trochanter. Later the incision was extended backwards to the ischial tuberosity. The pelvis was divided on the right at the level of the pubic tubercle and, on the left, from below the anterior superior iliac spine backwards to the greater sciatic notch.
Fixation of the femur was obtained with two guide wires and supplemented by bone chips packed between the greater trochanter and the remains of the ilium.
A double hip spica was applied. Post-operatively a temporary urethral fistula developed. After fifteen weeks, immobilization was discontinued when clinical and radiological union appeared to be sound (Fig 3) . History: July 1964 admitted to hospital with delirium tremens and a peripheral neuropathy. Subsequently developed severe pain in the lower back and right groin. During 1965 the pain was continuous and woke him at night. The right leg became weaker and he found it increasingly difficult to walk. In July 1966 he was readmitted to hospital with a diagnosis of lumbar disc lesion which was confirmed by myelography. At this time he could not stand because of pain and weakness of the right leg. On 3.8.66 an L.4/5 disc prolapse was removed. Following operation the backache improved but the right hip pain continued. In September 1966 he was transferred to the orthopsedic department for further investigation of the right hip pain. He was also complaining of pain in the left hip and it became increasingly severe during the next month; it was associated with restriction of motion in the joint, and true shortening of the left leg became obvious. Investigations: Except for the radiographs, all investigations, including special tests for malabsorption, were normal. A radiograph of the hips taken in February 1966 was traced (Fig 1) ; it had been passed as normal but on close scrutiny a break could be seen in the medial cortex of the right femoral neck. In August 1966 the radiograph (Fig 2) showed striking changes in both hips. The appearance of the left femoral head was consistent with a diagnosis of avascular necrosis, similar in type to that described by Merle d'Aubigne (1964) . It is important to note (Fig 3) the rapidity of the necrosis of the left femoral head. Treatment: Bilateral Austin Moore arthroplastythe right on 29.9.66 and the left on 17.11.66. Pathology: The macroscopic and microscopic changes are similar to those described by Merle d'Aubigne. EB 196 Fig 1 
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DISCUSSION
There was a difference of opinion with regard to treatment for the left hip. Most speakers thought the necrosis too advanced for osteotomy to be successful; a prosthetic replacement was the operation of choice. Others advised that operation should be delayed as long as possible.
